Asthma is a common airways disease. Fortunately most patients respond well to inhaled therapy. Regular use of a combination inhaler delivering corticosteroid and a long-acting beta-2 agonist, is the mainstay of treatment and allows asthmatics to live a relatively normal life. However, management of asthma depends not only on the choice of drug/inhaler but also on patient compliance and optimal inhaler technique. This report describes a patient who continued to deteriorate despite adhering to prescribed treatment and demonstrating a good inhaler technique. Unfortunately the combination inhaler she was taking inadvertently was a designated placebo device for a branded product. This error was identified and corrected only after she was admitted with an asthma attack.
Case report
A 42 year-old lady had suffered asthma since early childhood. She had been on salbutamol inhaler as needed and a corticosteroid inhaler twice daily. Three weeks prior to hospital admission her general practitioner (GP) had switched her to a dry powder inhaler delivering 100 mcg beclometasone dipropionate and 6 mcg formoterol fumarate dehydrate per actuation. This was done primarily to conform to the current UK asthma guidelines, which recommend a combination of inhaled corticosteroid and a long acting beta-2-agonist as maintenance therapy for asthma [1, 2] .
A week later she became unwell with dry cough and increasing breathlessness, and saw her general practitioner (GP). She was frequently requiring her salbutamol inhaler. Her peak expiratory flow rate (PEFR) was 250L/minute (65% predicted). She was treated with nebulised salbutamol and commenced on 40mg prednisolone daily for five days, and was advised to continue her inhalers and monitor the PEFR. She re-presented six days later to an out-of-hours GP clinic and was given a one-week course of amoxicillin 500mg three times daily for an upper respiratory tract infection. Three weeks after the change of her inhaler she again attended her GP. Her PEFR had dropped to 210L/min (54% predicted), and she was feeling worse, with no improvement in respiratory symptoms despite completing the amoxicillin course. Hence the GP referred her urgently to the hospital.
On admission her blood pressure was 112/72 mmHg, heart rate 140/minute, respiratory rate 23/minute, and oxygen saturation 98% breathing room air. She had fever of 39°C and her throat was injected. The PEFR after 5mg nebulised salbutamol was 270L/minute. Her chest was hyper-inflated with bilateral poly-phonic wheezes. Blood tests revealed white cell count of 11.5 × 10 9 /L (range 4.5-8) and C-reactive protein of 35 mcg/L (range 1-6). She was admitted and treated for an asthma attack due to acute pharyngitis. In the night of admission she required a further rescue salbutamol nebuliser, and supplemental oxygen as her arterial oxygen saturation dropped to 93%.
The next morning a respiratory physician reviewed her and asked to see her inhalers. To everyone's surprise, she had been taking a dummy inhaler, which is used routinely to teach the inhaler technique to patients. The dummy inhaler was a replica of her combination inhaler except for a statement in small print stating, 'For training purposes only, contains no active ingredient'. Hence, for the preceding three weeks she had not received any active maintenance therapy for her asthma. Despite seeing her GP twice and a junior doctor on admission, this simple yet important cause of treatment failure had been missed. Her dummy inhaler was taken away and replaced by the correct inhaler. She improved on oral corticosteroid and nebulised bronchodilator and was discharged after two days. A chest clinic review in a week was arranged post-discharge.
Further enquiry revealed that three weeks ago a community nurse after teaching her the correct inhaler technique had given her the dummy inhaler to practice her technique at home. Feedback was therefore given to the community nurse with advice not to give dummy inhalers to patients. The representative of the pharmaceutical company manufacturing the implicated inhaler and its dummy device was also informed, with suggestions to make the dummy inhaler's labeling bland with an easy to read warning that it contains no active medicine.
Discussion
Adherence to therapy and self-management are crucial for longterm treatment of asthma [1, 2] . Asthmatics are responsible for taking their inhalers and other medications regularly. They are also encouraged to adhere to an agreed 'Personalized Asthma Action Plan' to promote self-management [1] [2] [3] . However, healthcare professionals must ensure that optimal treatment is prescribed, and take time at each review to check the medications rather than just assuming that patients are on optimal therapy. Inhaler technique should also be checked frequently as, at times, adherence to treatment is good but inhaler technique to ensure adequate drug delivery to the airways is poor, resulting in loss of asthma control. Commonly used methods to teach the correct inhaler technique include [4] [5] [6] [7] :
• face-to-face training • training delivered by multi-media [computer software, digital video disk (DVD)]
• use of a technique feedback device A recent Cochrane review concluded that all these methods lead to an improvement in inhaler technique immediately after the intervention and/or at follow-up [8] . Whatever the training method, current UK asthma guidelines recommend an assessment of inhaler technique at every review [1, 2] .
In general, dummy inhaler devices paired to the available inhalers are provided by pharmaceutical companies to healthcare professionals for training purposes. These dummy devices are routinely used to assess and teach inhaler technique, especially in the face-to-face training sessions [4, 5] .
Our patient was also taught the correct inhaler technique in a faceto-face training session. Unfortunately, despite good compliance and inhaler technique, she deteriorated partly from her sore throat and partly because she had received no active medication for three weeks while erroneously taking a dummy inhaler. This is the first report of continuous inadvertent use of a dummy inhaler resulting in loss of asthma control and hospital admission. The lessons learned are that placebo inhalers:
• should be kept in clinics/pharmacies to check and correct the inhaler technique of patients
• may not be given to patients to practice on • should be used for practicing in front of a healthcare professional and never to practice on their own at home
• are labelled plainly (different to their active counterparts) by the pharmaceutical companies with easy to read warnings in simple and 'jargon-free' language
